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Participant Information Sheet
Client Information:

Name:                                                                                                                                 .
Phone: (Work):                                                   (Home):                                                  .
May I contact you and leave messages at these phone numbers?        Yes         No
Address:                                                                City:                                                     .
State:                                                                     Zip:                                                       .                    
Email:                                                                                                                                 .
May I email you at this address?       Y      N     
Sex:  Male          Female                Date of birth:                                                               .
Education: (List highest level of education attained):                                                       .
Primary Physician:                                                  Phone:                                                .
List any significant health problems:                                                                                 .                                                                                                                                                                                                                                                            

                                                                                                                                            .
List any medications you are taking and the dosage:                                                        .
                                                                                                                                           .
How were you referred to our office?                                                                                .
Who may we thank for referring you?                                                                               .
Emergency contact person:                                      Phone:                                               .
Financially responsible person’s information:

Name:                                                                    Relationship to client:                          .
Phone: (if different from above):                                                                                        .
Address: (if different from above):                                                                                     .
Insurance Carrier (if applicable):                                                                                        .
Social security number of insured:                                                                                     .
DOB of insured:                                                                                                                   .
Group number:                                                      Member number:                                  .
Insurance phone number:                                                                                                    .
I testify that this information is accurate and complete.  I understand that in the event of an emergency, one or both of my emergency contacts may be contacted.  If I am using my insurance, I authorize the release of this information to Lori Osachy, MSS, LCSW and to my insurance company.

                                                                                                                                              .
Participant signature (required)                               Date  
